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Assessing Continuity of Care Practices in Substance Use

Disorder Treatment

rograms*

JEANNE A, SCHAEFER, pu.p.," RUTH CRONKITE, ru.p.,T aNp ERIN INGUDOMNUKUL, B.a.}
Center for Health Care Evaluation, Veterans Affairs Palo Alto Health Care System, 795 Willow Road (132), Menlo Part, California 4025

ABSTRACT. Objective: The purpose of this article is to describe the
development and psychometric properties of parallel program-level and
individual-level versions of the Continuity of Care Practices Survey
{CCPS-P and CCPS-1}, a measure that assesses four dimensions of con-
tinuity of care practices in substance use disorder (SUD} treatment pro-
grams. CCPS subscales assess staff efforts to ensure provider continuity,
mainfain contact with patients, coordinate care among providers and con-
nect patients to community resources. Method: Program-level CCPS
data were obtained from directors/coordinators of 129 intensive inpa-
tient/residential and outpatient Department of Veterans Affairs SUD pro-
grams. These data were used to examine the internal consistency and
discriminant validity of the CCPS-P. A parallel individual-level CCPS-
I completed by counselors for 835 patients in a subsample of 28 SUD
programs, assessed the continuity of care services that staff provided to

individual patients. These data were used ta examine the predictive va-
lidity of the CCPS-P. Resuits: CCPS-P and CCPS-I subscales demon-
strated acceptable psychometric properties. Lack of stgnificant
correlations between CCPS-P subscales and SUD program cheracteris-
tics {e.g., size, staffing) provided preliminary evidence for diseriminant
validity. CCP3-P subscales and the overall CCPS-P score predicted cor-
responding continuity of care services that staff provided to patients
within programs, offering support for predictive val idity, Conclusions:
Managers can use the CCPS to monitor and improve SUD programs’
continuity of care practices. The CCPS also enables researchers to de-
termine the impact of continuity of care practices on the engagement
of patients in continuing care and outcomes, (J Stud. Alcohol 63: 513-
520, 2004)

ONTINUITY OF CARE, the “orderly, uninterrupted

movement of patients among the diverse elements of
the service delivery system” (Bachrach, 1981), is an essen-
tial element of high quality substance use disorder (SUD)
treatment (Institute of Medicine, 1990). Recently, the De-
partment of Veterans Affairs (VA; Veterans Health Ad-
ministration, 2003), the nation’s largest provider of
specialized mental health care, designated continuity of care
as a performance measure of quality for its SUD treatment
programs. Continuity is critical for SUD patients because
they often present with psychiatric, medical, legal and em-
ployment problems (Moos et al.,, 1998) that require com-
prehensive services from a variety of health care providers
and mandate that staff minimize service gaps. To date, there
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is little evidence linking continuity of care practices to pa-
tient outcomes, although a few studies (Cox et al., 1998;
Hall et al., 1994; McLellan et al., 1998} have shown that
the efforts of case managers to ensure continuity of care
are linked to better outcomes in SUD patients.

Clinical practices that health care providers employ to
ensure continuity of care vary by discipline. Several cross-
disciplinary themes recur: an emphasis on constancy in pro-
viders, coordination of care and sharing information among
providers, comprehensive addressing of patients’ needs by
linking them with community resources, staying in contact
with patients and monitoring their progress (Bachrach, 1981;
Haggerty et al., 2001; Johnson et al., 1997; Ware et al,,
1999). Conceptually, these practices are loosely connected
within broad dimensions of continuity of care.

Although clinicians value continuity as an important com-
ponent of quality mental health care, researchers have et
to develop multidimensional measures of continuity with
established psychometric properties (Adair et al,, 2003).
Studies have often focused on only a few aspects of conti-
nuity, such as having the same provider over time. Several
recent studies (Fortuey et al., 2003; Greenberg et al,, 2002,
2003) have assessed multiple dimensions of continuity, but
they rely on visit-based administrative data and are there-
fore limited primarily to tracking patients’ patterns of out-
patient service use, such as the number of months with at
least one outpatient visit, days between encounters and num-
ber of different services received.
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To our knowledge, no current measures systematically
operationalize the multiple dimensions of continnity of care
practices that staff use to facilitate patients’ transition from
intensive treatment to continuing care. With the current em-
phasis on continuity in SUD treatment, program managers
and clinicians need a reliable and valid measure of conti-
nuity of care in order to evaluate and monitor SUD pro-
gram performance, identify effective practices and assist in
developing interventions to improve practices.

To address this gap, we developed two parallel versions
of the Continuity of Care Practices Survey (CCPS). One
version of this self-report measure agsesses continuity of
care practices at the program level (CCPS-P). The other
assesses the same practices at the individual level (CCPs-
1) (copies of the CCPS-P and CCPS-I may be obtained
from the corresponding author upon request). This article
examines the psychometric characteristics of the CCPS and
evaluates CCPS reliability and validity by using data from
a multisite study of VA SUD treatment programs in which
directors assessed their programs’ continuity of care prac-
tices (CCPS-P) and counselors/case managers reported on
the continuity of care services (CCPS-I) they offered to indi-
vidual patients in these programs. This study relies on data
from staff because there were feasibility issues in obtaining
complementary continuity of care data from patients. Ideally,
follow-up data would be collected from staff and patients in
the same program to help establish the CCPS’s validity.

The aims of this study were fourfold: (1} to describe the
development of the CCPS-P and the CCPS-I and their pSy-
chometric properties; (2) to assess the discriminant validity
of the CCPS subscales by determining whether the conti-
nuity of care practices subscales are conceptually distinet
from such other key SUD program characteristics as treat-
ment setting, size and staffing; (3) to evaluate the predic-
tive validity of the CCPS by determining whether
program-level continuity of care practices subscales predict
the continuity of care services staff provide to individual
patients; and (4) to illustrate how CCPS profiles can be
used to assess and compare SUD treatment programs.

Method

We identified all VA intensive SUD treatment programs
(N = 151} through telephone interviews and obtained data
on program type (inpatient/outpatient), length of stay in
inpatient programs and number of treatrment hours per week
in outpatient programs. Intensive outpatient programs of-
fered treatment 3 or more hours per day for 3 or more days
per week; intensive inpatient/residential programs provided
at least 14 days of treatment. Directors of 129 (85%) of the
151 programs completed the CCPS by mailed question-
naire or telephone interview and also provided information
on program size (number of unique patients ireated in the
previous year) and full-time equivalent (FTE) staff in the

prior year. These data were used to examine the reliability
and discriminant validity of the CCPS. The 22 nonpartic;.
pating programs were comparable to the 129 participating
programs in type, treatment intensity and length of stay.

A subsample comprising 28 of the 129 programs wag
selected on the basis of type of treatment offered (inpa-
tient/residential or outpatient) and diversity of continuity of
care practices. Staff from these 28 programs completed the
CCPS-I to furnish data on specific continuity of care ser.
vices they provided to individual patients. Counselors/case
managers completed the CCPS-I for an average (SD) of 30
(8.0) patients per program (overali N = 835).

SUD ireatment program samples

The CCPS-P was developed on the sample of 129 inten-
sive SUD treatment programs (58 inpatient/residential and
71 outpatient); methadone maintenance programs were ex-
cluded. The median length of stay in the inpatient/residen-
tial programs was 28 days (interquartile range [IQ): 19-60).
For outpatient programs, the median level of services was
5 days per week and 6 hours per day, or an average of 30
treatment hours per week. The average number of patients
treated per year per FTE staff member was 27 for inpa-
tient/residential programs and 64 for outpatient programs,
Inpatient/residential programs treated fewer patients annu-
ally (median = 240 patients; 1Q: 154-424) than did outpa-
tient programs (median = 450 patients; 1Q: 260-954).

The CCPS-I was developed on 835 consecutively ad-
mitted patients with a diagnosis for SUD according to the
International Classification of Diseases, Injuries, and Causes
of Death, Ninth Edition (World Health Organization, 1977)
in a subsampie of 28 SUD programs (10 inpatient/residen-
tial and 18 outpatient) whose characteristics mirrored those
of the full sample of 129 programs. Nearly all patients (97%)
were men; 52% were white, and 42% were black. On aver-
age (SD), patients were 47 (8.0) years old and had com-
pleted 13 (2.0) years of education. Only 16% were martied;
60% were divorced or separated. Most patients (64%) had
only an SUD diagnosis; the remainder had an additional
psychiatric diagnosis. The majority of patients (72%) had
both an alcohol and drug use disorder.

Measures: Continuity of Care Practices Survey-program
level (CCPS-P)

The CCPS-P measures SUD program directors” percep-
tions of four program-level continuity of care dimensions
consisting of provider efforts to (1) ensure continuity in
providers, (2) maintain contact with patients, (3) connect
patients to community resources and (4} coordinate care
among different providers. This conceptualization was based
on a literature review and interviews with SUD treatment
experts. A preliminary version of the CCPS-P was reviewed
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by a panel of nationally recognized experts in SUD treat-
n{ent and VA health care. Their feedback on the clarity,
formatiing and coverage of relevant items and dimensions
wus used to refine questions and construct the initial sur-
vey. We then applied the conceptual criterion that each
Subscale item had to have good content validity (i.e., each
item had to be concepinally related to a dimension). Items
ihat were difficult to understand or that tapped more than
one dimension were dropped.

To construct the continuity of care subscales, we ap-
plied three empirical criteria to the CCPS-P iftem data from
the 129 SUD programs. (1) Each item had to have a good
response distribution and apply to both inpatient/residential
and outpatient programs; we chose items in which the entire
range of potential responses was endorsed for each pro-
gram type. (2) Each item had to have a substantial positive
correlation with its intended subscale. (3) To ensure mod-
erate independence among subscales, items needed to cor-
relate more highly with their own subscale than with others.

The application of these criteria resulted in a 23-item
version of the CCPS-P comprising four continuity of care
practices subscales.

Provider Continuity. Provider Continuity is the mean
percentage response to two items that asked: “In the past 3
months, what percent of program patients had the same
case manager and/or counselor during intensive treatment
and continuing outpatient care?” “In the past 3 months,
what percent of patients were assigned to the same counse-
lor, case manager or treatment team if they relapsed and
needed intensive treatment again?”

Maintain Contact. Maintain Contact is the mean response
varying from “never/rarely” to “almost always” to four items
rated on four-point scales, such as how often staff attempted
to contact patients within 3 days of a missed continuing-
care appointment, how often they sent appointment remind-
ers to patients prior to scheduled appointments, or how often
they called patients within 14 days of discharge to find out
if the patients had contacted services to which they had
been referred.

Connect to Resources. Connect to Resources is the mean
response to 12 items rated on four-point scales. Six items
with response ratings from “never/rarely” to “almost al-
ways” asked such questions as how often staff arranged for
patients to meet or talk to their continuing care counselor;
how often they arranged for patients to attend an Alcohol-
ics Anonymous, Narcotics Anonymous or Cocaine Anony-
mous meeting in their community during intensive
treatment; and how often they secured drug-free or sober
living arrangements for patients. Six other items asked about
staff referrals of patients for services to address coexisting
problems {e.g., psychiatric, employment, housing, family)
and were rated on four-point scales ranging from “patients
refer themselves to an appropriate program” to “staff set
up an appointment for patients with a specific provider.”

Coordinate Care. Coordinate Care is the mean response
varying from “never/rarely” to “almost always” to five items
rated on four-point scales, such as how often intensive treat-
ment staff notified outpatient counselors of patients’ im-
pending discharge, worked with counselors to jointly
develop patients’ discharge plans, or checked with
counselors to make sure patients kept continuing care
appointments.

Measures: Continuity of Care Practices Survey-individual
level (CCPS-I)

The CCPS-I is completed by SUD program staff and
provides data on continuity of care services that primary
counselors/case managers reported individual patients re-
ceived or were expected to receive during the fransition
from intensive treatment to continuing care. Four CCPS-I
subscales corresponding to each of the program-level CCPS-
P subscales were adapted from CCPS-P subscale items to
reflect staff actions at the individual-patient level. A CCPS-P
item asked, for example, how often staff worked with outpa-
tient counselors to “jointly develop” discharge plans for pa-
tients. The parallel CCPS-I item asked the patient’s primary
counselor/case manager if the patient’s discharge plan was
“jointly developed” with his or her outpatient counselors.

Resulis
Analyses

First, the psychomeiric characteristics (score distributions,
internal consistency reliability) of the CCPS-P subscales
are described for 117 of the 129 SUD programs on which
we had complete CCPS-P subscale data. To determine if
the CCPS-P subscales applied to different types of SUD
programs, we examined the subscales’ psychometric prop-
erties separately in the inpatient/residential (n = 52) and
outpatient (n = 65) program subsamples. We also exam-
ined the psychometric characteristics of the parallel CCPS-
1 subscales. Because scales consisted of individual items
with different metrics, standardized subscale scores for each
of the CCPS-P and CCPS-I subscales were calculated, with
higher scores indicating greater continuity. Overall CCPS-
P and CCPS-I scores, also standardized, consisted of the
mean of the four standardized subscale scores.

Second, we assessed the discriminant validity of the
CCPS-P by examining the correlations between the four
subscales and other characteristics of the 117 SUD pro-
grams. The program-level CCPS subscales were intended
to assess aspects of SUD program practices that are dis-
tinet from the typical structural characteristics of programs,
such as size and staffing. We therefore had ne expectations
as to how the CCPS-P subscales would correfate with such
program characteristics.
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Third, we assessed the predictive validity of the CCPS-
P by conducting a series of regression analyses using data
from the 28 programs for which both program-ievel and
individual-level data were available. We used program-level
continuity of care practices to predict the continuity of care
services that individual patients received. In each regres-
sion, the dependent variable was one of the four CCPS-|
subscales; independent variables included type of SUD pro-
gram and the corresponding CCPS-P subscale.

Psychometric properties of the CCPS-P and CCPS-{
subscales

CCPS-P item-to-subscale correlations ranged from (.19
to 0.41, for Connect to Resources, to 0.51 to 0.70, for Co-
ordinate Care (Table 1). CCPS-I item-to-subscale coirela-
tions were comparable, but slightly higher. With the
exception of one correlation of 0.19, all item-to-scale cor-
refations met the suggested ideal criterion of 0.20 or above
(Kline, 1986). The range of itlem-fo-subscale correlations
for each of the CCPS-P and CCPS-I subscales was rela-
tively narrow, indicating that each subscale item contrib-
uted equally to that subscale. Inpatient/residential and
outpatient programs showed similar (but slightly wider)
ranges of item-to-subscale correlations compared with those
of the entire sample for both the CCPS-P and CCPS-{ (not
shown).

Additional analyses (not shown) indicated that for both
the CCPS-P and the CCPS-I each item was more highly
correlated with its own subscale than with other subscales,
lending support to the conceptually based groupings of
items. The average interitem correlations for the CCPS-I
subscales were either comparable with or higher than those

TasLe 1. Psychometric properties of the CCPS-P and CCPS-I subscales

CCPS-1
CCPs-P (n = 597-7684
CCPS subscales (n = 117 programs} patients)

Provider Continuity®
Hem-to-scale correlation - -
Average interitem correlation (0.29) (0.22)
Cronbach's alpha -

Maintain Contact

Ftem-to-scale correlation 0.29-0.46 0.55-0.72

Average interitem correlation (0.27) 0.53)

Crontbach’s alpha 0.61 0.82
Connect to Resources

Hem-to-scale correlation 0.19-0.41 0.23-0.51

Average interitem correlation (0.12) (0.23)

Croabach’s alpha 0.65 0.67
Coordinate Care

Ftem-to-scale correlation 0.51-0.70 0.57-0.74

Average interitem correlation (0.30) (0.53)

Crornbach’s alpha 0.84 0.85

Notes: “N's vary because some items did not apply to all patients or data

were missing. “ltem-to-scale cotrelation and alpha are not reported be-
cause the scale includes only two items, All item-to-scale conelations are
corrected (i.e., item scores were removed from the total subscale score).

for the CCPS-P, with an overall average interitem correla.
tion of 0.43.

Internal consistency reliability estimates (Cronbach’s al-
phas) were moderate to high, ranging from 0.61 to 0.84 for
the CCPS-P and from 0.67 to 0.85 for the CCPS-1. Internsa]
consistency reliabilitics were generally comparable when
calculated separately by type of program for both versions
of the CCPS. Alphas of inpatient/residential programs var-
ied from 0.63 to 0.83 for the CCPS-P and from 0.75 to
0.85 for the CCPS-1. Alphas of outpatient programs varied
from 0,60 to 0.84 for the CCPS-P and from .62 to 0.34
for the CCPS-1.

Correlations between the CCPS-P subscales ranged from
0.10 to 0.38, with an average of (.23 (Table 2). These
modest correlations indicated that the CCPS-P subscales
tap clinical practices that are somewhat conceptually re-
lated yet somewhat distinct in practice. As expected, each
subscale showed a moderate correlation (range: 0.32-0.42)
with the overall CCPS composite score. The correlations
between the CCPS-1 subscales were somewhat stronger and
ranged from 0.35 to 0.64.

One-way ANQVAs comparing the 28 programs on the
CCPS-I scores revealed that a significant amount of the
variation in CCPS-I scores can be attributed to between-
program variation on all four subscales (all F statistics were
significant at p < ,001). The percentage of total variation in
CCPS-I scores accounted for by between-program varia-
tion ranged from 25% for Connect to Resources to 53% for
Provider Continuity.

Validity evidence for the CCPS-P

Discriminant validity. To assess discriminant validity of
the CCPS-P, we examined correlations between each of the
subscales and five SUD program characteristics: program
size (number of unique patients treated), staffing (number
of FTE staff per patient), program type (inpatient/residen-
tial, outpatient), average length of stay for inpatient pro-
grams and number of treatment hours per week for
outpatient programs. None of the correlations were signifi-
cant at p < .05,

Predictive validity. We conducted a series of hierarchi-
cal regression analyses to determine the unique contribu-
tion that program-level continuity of care practices made to
the continuity of care services provided to individual pa-
tients. We entered SUD program type (inpatient/residential =
1) as a control variable in Step 1 and the corresponding CCPS-
P score in Step 2. Each CCPS-P score significantly predicted
its corresponding CCPS-I score. The overall explained vari-
ance (R?) for each subscale ranged from 4% for Connect to
Resources to 22% for Provider Continuity (Table 3).

The relative contribution of program type to the total
explained variance was quite small compared with the
amount contributed by the CCPS-P subscales. For example,
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Tagig 2. Intercorrelations of CCPS-P and CCPS-t

Provider Maintain Connect to Coordirate Overall
Continuity® Contact Resources Care CCPS score

Provider

Continuity - 0.1¢ 0.19 0.38 0.320
Maintain

Contact 0.48 - 0.24 0.23 0.27
Conneci to

Resources 0.35 .45 - 0.24 0.32
Coordinate

Care 0.51 0.62 0.64 - 0.42
Overall CCPS

score 0.52 0.64 0.58 0.75 -

aCorrelations between CCPS-P subscales for N = 117 programs are 0 the right of the diagonal;
carrelations between CCPS-1 subscales are to the left of the diagonal. N’s for CCPS-I correlations
ranged from 780 to 827 due to missing data. *The overall CCPS scare exciudes the score for the

particular subscale with which it is correlated.

otal explained variance for Coordinate Care was 17%; 1 presents CCPS-P and CCPS-1 profiles for outpatient pro-
ontributed 3% and CCPS-P scores contrib- grams at two VA facilities. Both programs offered compa-
rable treatment hours (40 and 35 hours/week for Programs
A and B, tespectively). However, Program A was larger,
with Jower staffing levels than Program B. Program A
treated 652 unique patients per year with eight FTE staff,

the t

program type ¢
sted 14%. A similar pattern existed for the other three

subscales where the CCPS-P scores accounted for a much
jarger proportion of the explained variance in CCPs-1
subscales than did program type. The strongest CCPS-P

the.f; predictors were the Provider Continuity and Coordinate Care and Program B treated 173 patients with eight staff. Patient
the:;ff subscales. populations also differed: Program A served more minori-
o= We conducted additional comparable analyses where the ties (65% vs 30%) and patients with posttraumatic stress
ere dependent variables were aggregated mean CCPS-1 scores disorder (25% vs 5%) than did Program B.

1y (n = 28). The pattern of results for these analyses were The profiles demonstrate striking differences in program
Ha- similar, but somewhat weaker. Three of the five CCPS-P practices. Program A’s continuity of care practices were
for-.éf_ scores significantly predicted the corresponding CCPS-1 above average for each CCPS-P subscale, whereas Program

B’s were below average. Program B’s CCPS-P profile in-
dicates that this program needed to improve coordination
and to place more emphasis on connecting patients to com-
munity resources to ensure that patients had the same pro-

scores (explained variance ranged from 9% for Maintain
Contact to 39% for Provider Continuity).

i CCPS profiles
7 of ;:55 vider across levels of care and to maintain contact with
the - CCOPS-P and CCPS-I profiles can be used to identi atients after discharge.
P p g ‘

ramt areas in which continuity of care practices need to be im- The CCPS-I profiles show a similar pattern to the CCPS-
tber . proved, to monitor changes after interventions and to ob- P profiles. Despite having lower staffing levels than Pro-
len- - tain feedback on the effectiveness of interventions. Figure gram B, Program A provided more continuity of care to
o=

for . Tasie 3. Maultiple regression analyses using CCPS-P subscale scores to predict CCPS-I subscale

\ifi- : scores

CCPS-1 subscales

chi- Provider Maintain ~ Comnectto  Coordinate Overall

bu- Continuity Contact Resources Care services
eto (n = 808)° (n=802) (n=2827) (n=827) score

pa- Inpatient program (yes/mo} 07 -.18% -01 -3 -16

= R 00 02t .00 03 .02¢
a= CCPS-F scores
PS- CCPS-P score
sted corresponding to . .
ari- CCPS-I score A5t 261 10+ .34t 38+
tto Step 2 R? change 224 05t 03¢ 4t AT

Summary R 228 o7 04t A7 194
Adjusted R? 218 077 047 16t 10t

otal _

the ap°s vary because seme items did not apply to all patients or data were missing.

#p< 03, fp < 01; ¥p £ .00L,

ple.
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Prog. A CCPS-P
@ Prog. A CCPS-l
OProg. B CCPS-P
BProg. B CCPS-I

Provider
Relationships

Maintain
Contact

Coordinate
Care

Connect to
Resources

Figure 1. CCPS-P and CCPS-I profiles for two outpatient substance use disorder treatment programs

patients. Staff made substantial efforts to ensure continuity
in providers, maintain contact with patients and coordinate
their care. Program B’s profile suggests several areas in
which managers might target interventions to improve prac-
tices, most notably in establishing systems to ensure greater
continuity in providers. Managers might also focus on im-
proving coordination by instituting procedures for notify-
ing continuing care counselors of a patient’s impending
discharge.

Discussion

This study is a first attempt to construct a multidimen-
sional measure to assess continuity of care practices in SUD
programs, The CCPS-P is suitable for completion by SUD
program directors or coordinators and can be used to as-
sess SUD programs with a continuum of continuity of care,
including those that do not offer continuing outpatient care.
Using data from a sample of 85% of all VA intensive SUD
programs nationwide, four CCPS subscales were developed.
We found the Provider Continuity, Maintain Contact, Con-
nect to Resources and Coordinate Care subscales to be
equally applicable in both inpatient and outpatient treat-
ment programs. Findings provide preliminary support for
the internal reliability of the CPPS subscales at both the
program level and the individual level across inpatient/resi-
dential and outpatient SUD programs.

Moderate subscale alphas are consistent with the man-
ner in which the CCPS subscales were developed and with
the concepts being measured. Subscales were constructed
to comprise a variety of distinct but somewhat loosely con-
nected confinuity of care practices items that were concep-
tuatly related to the overall dimension but not necessarily
highly intercorrelated. Our efforts to limit item redundancy
resulted in each practice within a dimension being tapped
by a single item rather than by multiple ftems. Internal
consistencies may have been limited because use of one
practice may have diminished chances of staff using other
related practices within a dimension. Staff with limited re-
sources, for example, might refer patients to AA but not
have time to set up appointments for family or employ-
meni counseling, Nevertheless, items can function addi-
tively; in other words, a program that offered all of the
referral options would provide more continuity of care than
one that supplied few or none.

We designed the CCPS to assess clinical practices that
may or may not be related to typical measures of program
characteristics, such as size and staffing. We found that the
CCPS-P subscales tap unique aspects of SUD programs
that do not overlap with program setting, size, staffing,
length of stay or treatment intensity. The lack of significant
correlations between CCPS-P scores and program charac-
teristics is intriguing and offers preliminary evidence for
the CCPS-P’s discriminant validity, as well as for the fea-

T A T
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sibility of assessing other unique aspects of SUD programs.
One interpretation for our findings is that continuity of care
practices are more aligned with program priorities than with
program size or staffing. However, because there is‘ no com-
pelling body of. 1‘Pfsearch to support a hypothesis for‘ or
against an assoclation between continuity of care practices
and programs’ structural characteristics, our findings should
pe interpreted with caution. Additional, definitive informa-
tion about the association of continuity of care practices
with the structural characteristics of SUD programs awaits
further research on the CCPS measures.

Our findings also provide preliminary support for the
€CPS’s predictive validity. In individual-level analyses, each
of the CCPS-P scores accounted for a significant portion of
the variance in corresponding CCPS-I scores. Comparable
pmgram-level analyses showed a similar but weaker pat-
tern, in which the CCPS-P Provider Continuity and Coor-
dinate Care subscales and overall CCPS-P score explained
2 significant amount of variance in CCPS-I scores. Taken
together across both levels of analyses, the pattern of re-
sults provides initial evidence for the predictive validity of
the Provider Continuity and Coordinate Care subscales and
the overall CCPS-P score. The Maintain Contact and Con-
nect to Resources subscales may need additional develop-
ment and refinement.

Certain limitations are inherent in data from self-report
measures such as the CCPS. Perhaps the associations be-
tween program-level and individual-level ratings indicate
similar beliefs and practice values among staff or biased
reports of services provided rather than an accurate reflec-
tion of the true nature of staff practices. In the future, re-
searchers might obtain reports from patienis about the
continuity of care services they received to assess the ex-
tent to which program-level and individual-level practices
correspond. Moreover, although there is at present no gold
standard of continuity against which the CCPS can be evalu-
ated, added evidence for the validity of the CCPS might be
obtained by examining the correspondence between the
CCPS subscales and indicators of continuity found in ad-
ministrative databases or medical records. Future studies
might use these data to determine whether patients received
referrals to community resources and appointment remind-
ers o had the same counselor across levels of care.

Other study limitations are that data from the same set
of SUD programs were used to develop and evaluate the
CCPS’s psychometric properties, and the CCPS was devel-
oped entirely on a sample of VA SUD programs. Caution
must thus be used in generalizing to non-VA programs. In
the future it will be important to replicate the psychometric
analyses of the CCPS in non-VA programs because conti-
nuity of care practices and the patient populations in these
programs may differ from VA practices and patient popu-
lations, 1t also is important to obtain data on the stability of
the CCPS subscales over time.

This study’s conceptualization of four dimensions of con-
tinuity is an initial effort to identify a comprehensive set of
key practices indicative of best SUD treatment practices. It
will be critical in subsequent research to refine the mea-
surement of these dimensions and determine if other di-
mensions, such as access to continuing care, are relevant to
the assessment of continuity of care practices. The
conceptualization of continuity of care used in the develop-
ment of the CCPS may he applicable to other mental health
programs and may perhaps apply more broadly to other
health care settings.

A reliable and valid measure of continuity of care prac-
tices is a necessary first step in understanding the impact
of continuity of care practices on patient outcomes. To con-
firm the validity of the CCPS, it is important to determine
whether the CCPS subscales predict independently mea-
sured patient outcomes. An essential next step for research-
ers is to explicate the links between continuity of care
practices, SUD patients’ engagement in continuing care and
treatment outcomes. If future studies show that continuity
of care is indeed associated with greater engagement in
continuing care and better patierit outcomes, it will be criti-
cal to gain a better understanding of factors that facilitate
the use of effective continuity of care practices.

Staff beliefs about practice guidelines and perceived bar-
riers to implementing them may contribute to variations in
program practices. Patient characteristics and case mix may
also shape staff’s practices. Graham et al. (1995), for ex-
ample, found the amount of advocacy and coordination that
case managers provided was related to patients’ gender,
age, referral source and previous treatment history. Staff
efforts to maintain contact with patients and connect them
to community resources may be affected by the proportion
of patients who are homeless or live in rural areas. Staffs
ability to coordinate the care of patients and connect them
to resources may also vary, depending on the complexity
of patient’s problems and the resources required to address
them.

Continuity of care varies considerably across programs
and providers, Currently there is no consensus about what
amount or combination of continuity of care practices com-
prises “good” continuify of care. Nor is there agreement
about what constitutes sufficient engagement in continuing
care for best outcomes. Is one, two or three continuing care
visits per month best? What is the optimal duration of a
continuing care episode? The CCPS might be used in fu-
ture research to address these complex questions.

For more than two decades, continuity of care has been
widely accepted as a fundamental component of SUD treat-
ment. The parallel versions of the CCPS are measures that
may prove valuable to SUD program staff and researchers
who want to assess continuity of care practices. The CCPS-
P provides managesrs and clinicians with an instrument to
monitor and evaluate programs’ continuity of care prac-
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tices and furnishes researchers with the means to determine
variability in practices across programs. The CCPS-I sup-
plies information on the continuity of care practices that
staff actually employ with specific patients. The CCPS-]
allows managers and researchers to analyze practice varia-
tions within programs and to gain a better understanding of
practices integral to the process of SUD care. Both ver-
sions of the CCPS are potentially useful in future research
to determine if continuity of care practices are related to
patients’ engagement in continuing care and, in turn, pa-
tient outcomes.
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